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1 | INTRODUCTION

Abstract

Aim: The purpose of the present study was to explore the experiences of a diverse
group of mental health clinicians both in hospital and in the community, who were
required to rapidly adopt virtual-care practices in the delivery of mental health ser-
vices to children, adolescents, and their families.

Methods: Mental health clinicians (N = 117) completed the Clinician Virtual-Care
Experience Survey assessing the following domains: ease of technology use, client/
patient-provider interaction quality, and clinician wellbeing.

Results: Although over 70% of clinicians had not used virtual-care to deliver mental
health services prior to the Coronavirus Disease 2019 pandemic, more than 80% felt
it was easy to operate the virtual platforms. Clinicians were divided in their percep-
tions of the effectiveness of virtual-care, with only 42% reporting that they felt they
were as effective in delivering healthcare services virtually as compared to in-person.
Virtual-care was described as being more effective for specific populations, while
challenges were described in building rapport and when delivering difficult or unex-
pected feedback.

Conclusions: Clinicians felt there were some benefits of adopting virtual-care prac-
tices, while challenges were also identified. Understanding of the impact of virtual-
care on service providers is essential in order to strengthen mental healthcare for

children, adolescents, and their families even beyond the pandemic.
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trends to date (Ellis et al., 2020; Hawke et al., 2020) and concern for

increased distress with continuity of the pandemic (Brown

Coronavirus Disease 2019 (COVID-19) was declared a global pan-
demic on March 11, 2020 by the World Health Organization (www.
who.int). Physical distancing, school closures, and modifications to
work environments changed the lives of youth and their families. Chil-
dren and adolescents experienced mental health distress in previous
public health crises (Brooks et al., 2020; Lau et al., 2010; Sprang &
Silman, 2013; Tsai et al., 2016), with early data demonstrating similar

et al., 2020; Courtney et al., 2020; McGrath et al., 2020).

Physical distancing guidelines provoked a rapid shift in delivery of
healthcare from in-person to virtual-care (World Health
Organization, 2020) in efforts to maintain services. Virtual-care pro-
vides opportunity to meet the gap of increased mental health distress
and reduced access to in-person care because these practices main-

tain continuity of care and reduce risks to patients/clients and
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providers (Boydell et al., 2014; Whaibeh et al., 2020). Adoption of
virtual-care at our paediatric hospital and affiliated community mental
health agency demonstrated a 13%-20% increase in visits compared
to the same period in 2019 (N. Burford, personal communication,
October 14, 2020; E. Smith, personal communication, October
15, 2020).

Efficacy of virtual-care for psychiatric services appears to have
similar outcomes to in-person care (Carpenter et al., 2018; Hersh
et al., 2006; Slone et al., 2012). In a randomized control trial (RCT) of
youth attending a psychiatric clinic, 96% of diagnoses and recommen-
dations were consistent across in-person and virtual-care (D. Elford
et al., 2001; R. Elford et al., 2000). Similarly, children with depression
randomized to in-person cognitive-behaviour therapy (CBT) or CBT
delivered via videoconferencing, demonstrated comparable findings
(Nelson et al., 2003). Further, reviews indicate high levels of satisfac-
tion with videoconferencing from young people, families, and clini-
cians (Boydell et al., 2014). In light of this evidence and the necessity
to provide care during a global pandemic, healthcare providers were
faced with quickly adapting to virtual-care.

A rapid adoption of virtual-care requires staff and patient accep-
tance, engagement, and flexibility (Vis et al., 2018); however, little is
known about healthcare providers' experiences and attitudes towards
providing virtual-care. Historically, although mental health providers
in Canada have reported somewhat positive attitudes towards virtual-
care (Simms et al., 2011), barriers to implementing virtual-care include
staff resistance and negative attitudes towards virtual-care (Ross
et al., 2016; Vis et al., 2018). Factors important to virtual-care imple-
mentation include effective policies and incentives, adequate infra-
structure and resources, staff engagement and acceptance,
knowledge of technology, and ease of fit with daily workflows (Ross
et al,, 2016).

In a recent study, interviews conducted with 20 psychiatrists pro-
viding outpatient telemedicine services during the early phase of the
pandemic (Uscher-Pines et al., 2020) reported that virtual-care
increased ease of and access to healthcare. Challenges included a
reduced ability to observe nonverbal cues, distractions in the patient's
environment, compromised patient privacy, and unreliable internet.
Further, psychiatrists felt the quality of patient interactions was nega-
tively affected and preferred in-person appointments when safe to do
so (Uscher-Pines et al., 2020).

Adopting virtual-care for delivery of mental health services
appears to provide clear benefits for patient/client care, especially
when in-person care may pose public health risks. Successful imple-
mentation of virtual-care in mental health clinics relies on staff flexibil-
ity, adaptability, and engagement. Therefore, it is important to
consider healthcare providers' experiences providing virtual-care
to understand the impact of this externally imposed change in prac-
tice. Further, a better understanding of the impact of virtual-care on
clinicians and the delivery of mental health services will enable
supporting this practice change beyond the pandemic. The aim of the
present study was to explore the experiences of a diverse group of
hospital and community clinicians providing mental health services to

children, adolescents, and their families using virtual-care.

2 | METHODS

21 | Respondents

Respondents included mental health clinicians (N = 117; 45% from
hospital and 55% from an affiliated community mental health agency),
across a range of disciplines and roles, including social workers, psy-
chologists, psychiatrists, nurses, family therapists, child and youth
counsellors, and intake workers. The community agency was selected
based on its affiliation with the host hospital. During staff meetings at
both sites, all eligible respondents (i.e., providing mental health ser-
vices virtually to youth and families) were informed about the
research, including the purpose and method, and then invited to par-
ticipate in the survey through an anonymous online link through RED-
Cap (Research Electronic Data Capture) tools hosted at the Hospital
for Sick Children (Harris et al., 2009; Harris et al., 2019). The survey
link was emailed to all eligible respondents and those interested in
participating were asked to complete the survey through the link pro-
vided in the email. Informed consent was obtained via written, signed
consent in the first page of the REDCap survey. Ethics approval was
obtained from the Research Ethics Board at the Hospital for Sick
Children.

2.2 | Measure/survey

The Clinician Virtual-Care Experience Survey was developed from
previous telemedicine satisfaction surveys (Morgan et al., 2014,
Parmanto et al., 2016) and clinician input obtained from clinicians
across both sites based on personal experiences and informal feed-
back from staff during the transition to virtual-care. There were six
items adapted from the previous telemedicine surveys, and 19 new
items were developed to include items specific to mental health pro-
vider service delivery and pandemic restrictions. The Clinician Virtual-
Care Experience Survey includes 25 items across three domains: ease
of technology use (n = 4); interaction quality (n = 15); and, clinician
wellbeing (n = 6). Iltems are rated on a five-point Likert scale from
1 (completely disagree) to 5 (completely agree). Items rated at a 4 or
5 were reported in the affirmative, while items rated at a 1 or 2 were
reported in the negative. Demographic items were included to identify
employment location, profession type, and prior use of virtual-care.
Open-ended items allowed respondents to provide additional com-
ments within each of the three domains. The survey questions are

presented in Appendix A.

2.3 | Statistical analyses

Descriptive statistics of respondent demographics included frequen-
cies with percentages. Frequency data of each of the items was calcu-
lated to observe trends. Chi-square analyses were also completed to
determine if there were any significant differences in the findings

between the respondents at the hospital and community agency, as
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well as across profession. Qualitative responses were analysed using
thematic analysis, following an inductive approach (Braun &

Clarke, 2006).

3 | RESULTS

The survey was distributed to 248 mental health clinicians across both
sites, of which 117 (47%) were returned. Of the 117 respondents,
64% identified with a ‘therapist’ role (e.g., social worker, psychologist,
psychotherapist, family therapist), 13% were ‘medical practitioners’
(e.g., psychiatrist, nurse, nurse-practitioner), and 27% reported ‘other’
(e.g., intake worker). The ‘therapist’ role included clinicians involved in
psychotherapy, milieu therapy, and skill development. A range of
virtual-care appointments were reported, most commonly: individual
counselling/therapy, assessment, caregiver/parent counselling/ther-
apy, and family counselling/therapy. Sample demographics can be
found in Table 1. Of note, no notable significant differences were
found in results between the hospital and community samples. The
majority of respondents (71%) did not deliver virtual-care prior to
the COVID-19 pandemic. A small proportion (23%) had prior experi-
ence with virtual-care, and compared to clinicians with no prior expe-
rience, they experienced significantly greater ease with using the
technology, less difficulty with reduced access to nonverbal cues in
client/patients, and less difficulty spending more time staring at a
screen.

3.1 | Ease of technology use

As seen in Table 2, the majority of respondents (80%) found it easy to
operate virtual platforms. Similarly, three-quarters (77.4%) reported
that the technology worked as expected most of the time, and 60%
indicated that they felt comfortable navigating glitches within the
virtual-care platform. Most importantly, the majority of respondents
(83%) indicated that virtual-care enabled them to remain accessible in
providing mental health services effectively.

Results from qualitative responses (n = 29) spoke to both the
advantages and disadvantages of technology use. Advantages
included increased access to care for clients/patients and their fami-
lies, (e.g., “virtual care was a blessing because families were able to
get help and emotional support”), as well as the ability to sustain men-
tal health services despite the disruption of in-person care, and
reduced missed appointments by patients (e.g., “by providing Zoom
sessions | have been more consistent in providing weekly, ongoing
care and had fewer cancelled or missed appointments”).

Disadvantages included limited knowledge about technology
and the time required to learn new programs. Respondents
reported “the biggest struggle with technology is bandwidth and
Zoom calls dropping” highlighting that poor internet connection
was seen as a limitation while other respondents noted the lack of
available norms for remote testing of cognitive functioning in psy-

chological and neuropsychological assessment as limitations: “for

TABLE 1 Demographic characteristics of respondents at hospital
and community sites

No. (%) of
Characteristic respondents
Employment
Hospital 52 (44.4)
Community Mental Health Centre 65 (55.6)
Profession type
Therapist 75 (64.1)
Medical practitioner 15 (12.8)
Other 27(23.1)
Use of virtual-care prior to COVID-19
Yes 28 (23.9)
No 83(70.9)
N/A 6(5.1)
Primarily used virtual-care platform
OTN 12(10.3)
PHIPA-compliant Zoom 85 (72.6)
Other 20(17.1)
Number of hours/week of virtual-care
0-4 24 (20.5)
5-10 48 (41.0)
11-15 22 (18.8)
16-20 11(9.4)
20+ 8(6.8)
N/A 4(3.4)
Appointment types (all that applied)
Individual counselling and therapy 60 (51.3)
Assessment 53 (45.3)
Caregiver/Parent counselling and therapy 47 (40.2)
Family counselling and therapy 39 (33.3)
Instrumental support and case management 7 (31.6)
Educational support 4 (29.1)
Group therapy 25(21.4)
Medication follow-up 5(12.8)
Processing intakes and referrals 2(11.1)
Other 8(15.4)

neuropsychological assessment, we are limited in what we can pro-

vide virtually”.

3.2 | Interaction quality

Although half of the respondents (57%) reported that they could see
patients as easily as if they met in person, a third (32%) disagreed.
Similarly, while 53% could hear clients/patients as easily as if they
met in person, 41% disagreed. More than half (69%) found it difficult

to manage nonverbal nuances in communication with a client/patient,
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TABLE 2 Perceptions of ease of technology use
No. (%) of
Perception respondents
Easy to operate virtual care platforms
Completely disagree 1(0.9)
Somewhat disagree 10(8.7)
Neither agree nor disagree 9(7.8)
Somewhat agree 51 (44.3)
Completely agree 42 (36.5)

N/A 2(1.7)

Technology works as expected most of time

Completely disagree 0(0.0)
Somewhat disagree 14 (12.2)
Neither agree nor disagree 11 (9.6)
Somewhat agree 44 (38.3)
Completely agree 45 (39.1)
N/A 1(0.9)
Comfortable navigating technology glitches
Completely disagree 7 (6.1)
Somewhat disagree 15(13.0)
Neither agree nor disagree 23(20.0)
Somewhat agree 38(33.0)
Completely disagree 31(27.0)

N/A 1(0.9)

Virtual-care enabled continued delivery of effective
mental health services

Completely disagree 2(1)

Somewhat disagree 8(7.0)
Neither agree nor disagree 8(7.0)
Somewhat agree 41 (35.7)
Completely agree 54 (47.0)
N/A 2(1.7)

and similarly the majority (70%) indicated that seeing fewer nonver-
bal/body language cues reduced their ability to effectively interact
with clients/patients. More than half (63%) found it difficult to man-
age other people in the client/patient's environment. Of the respon-
dents who worked with an interpreter via virtual-care, approximately
one-third (27%) were able to work as effectively virtually as compared
to in-person. See Table 3.

The majority of respondents (78%) indicated that the age of the
child/adolescent impacted effectiveness of virtual-care, and just over
half (61%) felt that virtual-care was more effective with older chil-
dren/adolescents. Less than 2% however did not feel that child/ado-
lescent age impacted the effectiveness of virtual-care, with 16%
reporting neither agreement nor disagreement.

Half of the respondents (50%) indicated that they were able to
build rapport with clients/patients during virtual-care as easily as dur-

ing in-person care. That said, less than half (42%) felt they were as

TABLE 3 Perceptions of patient-provider interaction quality
No. (%) of
Perception respondents
See clients/patients as easily as if we met in-person
Completely disagree 10 (9)
Somewhat disagree 26 (23.4)
Neither agree nor disagree 9(8.1)
Somewhat agree 47 (42.3)
Completely agree 16 (14.4)
N/A 3(2.7)
Hear clients/patients as easily as if we met in-person
Completely disagree 5 (4.5)
Somewhat disagree 41 (36.9)
Neither agree nor disagree 5(4.5)
Somewhat agree 42 (37.8)
Completely agree 17 (15.3)
N/A 1(0.9)
Speak louder during virtual-care compared to in-
person care
Completely disagree 11 (9.9)
Somewhat disagree 12 (10.8)
Neither agree nor disagree 21(18.9)
Somewhat agree 41 (36.9)
Completely disagree 21(18.9)
N/A 5(4.5)
Speak slower during virtual-care compared to in-
person care
Completely disagree 11 (9.9)
Somewhat disagree 22 (19.8)
Neither agree nor disagree 35 (31.5)
Somewhat agree 30(27.0)
Completely agree 10 (9.0)
N/A 3(2.7)
The age of the child/adolescent impacts the
effectiveness of virtual-care
Completely disagree 1(0.9)
Somewhat disagree 1(0.8)
Neither agree nor disagree 18 (16.2)
Somewhat agree 45 (40.5)
Completely agree 42 (37.8)
N/A 4 (3.6)
Virtual-care is more effective with older children/
adolescents
Completely disagree 4 (3.6)
Somewhat disagree 11 (9.9)
Neither agree nor disagree 18 (16.2)
Somewhat agree 43 (38.7)
Completely agree 25 (22.5)
N/A 10 (9.0)
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TABLE 3 (Continued) TABLE 3 (Continued)
No. (%) of No. (%) of
Perception respondents Perception respondents
Difficult to manage nonverbal nuances in N/A 34 (30.6)

communication Able to work with an interpreter during virtual-care

Completely disagree 3(2.7) as effectively as in-person care

Somewhat disagree 7(6.3) Completely disagree 1.8)

Neither agree nor disagree 21(18.9) Somewhat disagree 15(13.5)

Somewhat agree 44(39.6) Neither agree nor disagree 26 (23.4)

Completely agree 33(29.7) Somewhat agree 8(7.2)

N/A 3(27) Completely agree 8(7.2)
N/A 2(46.8)

Seeing fewer nonverbal/body language cues during
virtual-care reduces effectiveness Can be as flexible in treatment delivery during virtual-
care compared to in-person care

Completely disagree 4 (3.6)

Somewhat disagree 8(7.2) Completely disagree 10(9.0)

Neither agree nor disagree 19 (17.1) Somewhat disagree 26(23.4)

Somewhat agree 45 (40.5) Neither agree nor disagree 13 (11.7)

Completely agree 33(29.7) Somewhat agree 34 (30.6)

N/A 2(1.8) Completely agree 19 (17.1)
N/A 9(8.1)

Able to build rapport during virtual-care as easily as
in-person care As effective delivering healthcare services virtually as
compared to in-person care

Completely disagree 7(6.3)

Somewhat disagree 32(28.8) Completely disagree 10(9.0)

Neither agree nor disagree 14 (12.6) Somewhat disagree 27 (24.3)

Somewhat agree 43(38.7) Neither agree nor disagree 22 (19.8)

Completely agree 13(11.7) Somewhat agree 30 (27.0)

N/A 2(18) Completely agree 17 (15.3)
N/A 5(4.5)

Difficult to manage who is in the client/patient's
environment

Completely disagree 7 (6.3)
Somewhat disagree 11 (9.9)
effective in delivering healthcare services virtually as compared to in-
Neither agree nor disagree 20 (18.0) L . . .
person care, and a significantly greater proportion of medical practi-
Somewhat agree Gl tioners reported that they were equally effective in delivering care vir-
Completely agree 29(26.1) tually as in-person, compared to the therapists (p = .03). See Table 4.
N/A 3(2.7) Qualitatively, respondents (n = 26) described that virtual-care
Difficult to manage client/patient safety in virtual- impacted patient interactions in a variety of ways, including rapport
care building and managing confidentiality, privacy, and disruptions in cli-
Completely disagree 9(8.1) ent/patient's homes. Virtual-care was described as more effective
Somewhat disagree 22(19.8) when initial meetings were completed in-person to establish rapport
Neither agree nor disagree 32(28.8) and then followed by virtual sessions; for example, | am able to build
Somewhat agree 25(22.5) rapport with my clients because we have an existing relationship and
Completely agree 18 (16.2) had done in-person visits. It would be difficult to build rapport virtu-
N/A 5 (4.5) ally with new clients”. Concerns regarding patient/client privacy and
Able to work with youth and families where English is maintaining confidentiality while patients/clients were in shared
not their first language as effectively in virtual-care spaces at home were also noted.
Completely disagree 11(9.9) Respondents discussed the negative impact of limited nonverbal
Somewhat disagree 18 (16.2) information from the patient during assessment and rapport building,
Neither agree nor disagree 23(20.7) and conversely, also noted that the virtual format changed the way in

SrEEL fEae 13 (11.7) which silence impacts the therapeutic exchange: “I find it also more

Completely agree 12 (10.8) difficult to sit with silence in the virtual model due to the intense

face-to-face interaction across screens”.
(Continues)
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Perception Medical practitioner (n = 14) Therapist (n = 72) TABLE4 P.ercep.tlon tha.t delivering
healthcare services virtually is as
No. (%) of respondents No. (%) of respondents p value effective as compared to in-person care
Disagree 1(7.1) 30 (41.6) .03? by profession type using chi-square test
Neither agree nor disagree 2(14.3) 13 (18.1) 73
Agree 10 (71.4) 26 (36.1) .03?
N/A 1(7.1) 3(4.2) .63
p < .05.

The effectiveness of virtual-care was described as varying based on
the patient/client's presentation, demographic profile, and appointment
purpose. For example, respondents suggested that virtual-care was not
as effective with younger children (e.g., “younger children are much har-
der to contain in a typical session and are able to sit for a short amount
of time”), youth with difficulty sustaining attention and regulating behav-
iour, and when delivering upsetting feedback or unexpected diagnoses
(e.g.,“...having a connection around more emotional and distressing con-
versations can be a challenge via Zoom or by phone versus in-person”).

Of note, some respondents suggested that not all patients and
families were responsive to engaging in mental health services virtu-
ally for a number of reasons, including discomfort with technology,
lack of access to technology, and privacy concerns within their homes.
Respondents specifically reported, “some families do not wish to
invite us into their homes and leave the video black”, and, “families
are at home and so sometimes that can be more challenging

(e.g. managing privacy, disruptions)”.

3.3 | Clinician wellbeing

Most respondents (70%) felt more fatigued after a day of virtual-care
compared to in-person care. Half (51%) reported that their optimal
number of daily, consecutive virtual sessions was three, followed by
27% suggesting four sessions. The majority (78%) felt it was difficult
to spend more time looking at a computer screen as compared to in-
person care, and about half (59%) indicated that they needed to take
more breaks with virtual-care than in-person. See Table 5.

Qualitative responses (n = 9) revealed themes related to difficulty
staring at a screen for an extended period of time; specifically, “It is a lot
of eye strain”, and, “staring at the screen is not a natural interaction for
doing clinical care”. Respondents also discussed having to learn to effec-
tively pace out their appointments in order to incorporate breaks, some-
thing that is more spontaneous during in-person care: “although | need to
take more breaks, this is harder to actually accomplish when there is no
built-in opportunity [for] even a brief break/change (e.g., getting up to get
a patient from the waiting room)”.

4 | DISCUSSION

Systemic barriers have historically impeded a widespread implementa-

tion of virtual-care for the delivery of mental health services. The

COVID-19 pandemic catalysed the use of virtual technologies globally
to maintain continuity of care and may shift mental health service
delivery beyond the pandemic (Nagata, 2020; Wind et al., 2020). With
clinicians and organizations rapidly adopting virtual practices, the aim
of this study was to understand the impact of this practice change on
mental health clinicians providing virtual-care to children and adoles-
cents. Of importance, our findings highlight that although over 70% of
clinicians had not used virtual-care prior to the COVID-19 pandemic,
many quickly transitioned to this new model of care. In doing so, they
identified both strengths and challenges.

Understanding for whom and in what context virtual-care is most
effective is a complex, yet critical consideration. While the shift
towards virtual-care may increase access to care for some, it could
inadvertently reduce access to care for particular populations. Con-
cerns have been noted with virtual-care for individuals with serious
mental illness, including chronic suicidality (Sasangohar et al., 2020),
while more success with virtual-care has been found with anxiety and
mood disorders (Carpenter et al., 2018; Hersh et al., 2006; Nelson
et al., 2003; Slone et al., 2012; Topooco et al., 2019). Further, clini-
cians in the present study described virtual-care as more effective for
older children and those better able to regulate their attention and
behaviour, and noted challenges when providing upsetting or unex-
pected information. While in-person care is required for some medica-
tion appointments and psychological testing, virtual-care may be more
appropriate in some situations, such as parenting skills training (Wade
et al., 2020). Consideration of the type of information being communi-
cated, seriousness of the mental health presentation, level of rapport
with the provider, patient/client's motivation, and patient/client's
access to a private and safe space to participate in virtual-care need
to be examined to mitigate risks and enhance access to quality care
(Barnett & Kolmes, 2016).

Notably, clinicians in the present study felt that patient/client
care was somewhat comparable to in-person care, but noted impor-
tant limitations with the quality of patient/client interactions. Further,
a significantly greater proportion of medical providers compared to
therapists and counsellors felt as effective across modalities. Research
has suggested that the effectiveness of virtual-care for therapy
improves with greater experience (Bierbooms et al., 2020) and similar
to Uscher-Pines and colleagues (Uscher-Pines et al., 2020), clinicians
in the present study reported that initially meeting with clients/
patients in person to establish rapport and then transitioning to
virtual-care allowed for a better therapeutic relationship. That said, a

challenge with in-person care during a pandemic is the requirement to
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TABLE 5 Perceptions of wellbeing

Perception

Optimal number of consecutive virtual-care

sessions per day
3

4

5

6

7+

N/A

Schedule is limited by my access to private space

Completely disagree
Somewhat disagree
Neither agree nor disagree
Somewhat agree
Completely agree

N/A

Feel more fatigued providing virtual-care
compared to in-person care

Completely disagree
Somewhat disagree
Neither agree nor disagree
Somewhat agree
Completely disagree
N/A

Need to plan ahead more for virtual-care
Completely disagree
Somewhat disagree
Neither agree nor disagree
Somewhat agree
Completely agree

N/A

Able to focus just as well during virtual-care

Completely disagree
Somewhat disagree
Neither agree nor disagree
Somewhat agree
Completely agree

N/A

Difficult to spend more time looking at a
computer screen during the day

Completely disagree
Somewhat disagree
Neither agree nor disagree
Somewhat agree
Completely agree

N/A

No. (%) of
respondents

56 (51.4
30(27.5

)
)
-5)
-5)
.0)
.1)

27 (24.8)
16 (14.7)
7(6.4)
34(31.2)
20 (18.3)
5 (4.6)
5(4.6
6(5.5
15(13.8
31(284
46 (42.2

(Continues)

TABLE 5 (Continued)

No. (%) of

Perception respondents
Need to take more breaks when providing

virtual-care

Completely disagree 4(3.7)

Somewhat disagree 17 (15.6)

Neither agree nor disagree 20 (18.3)

Somewhat agree 30 (27.5)

Completely agree 35(32.1)

N/A 3(2.8)

wear masks, which can interfere with rapport building. It is likely that
increased experience with virtual-care and consideration of a hybrid
model of in-person and virtual-care (where appropriate) (Kooistra
et al., 2019), may result in more effective delivery of mental healthcare.

The finding that the majority of clinicians felt that the technology
was easy to use and that virtual-care allowed them to remain accessible
in providing mental health services is important for future planning. That
said, given the rapid adoption of virtual-care and concerns noted with
limited knowledge of virtual-care, clinicians would benefit from training
to develop clinical competency using virtual-care (e.g., screening for
appropriateness of virtual-care, strategies to enhance rapport building),
as noted by others (Barnett & Kolmes, 2016; Goldstein & Glueck, 2016).

Of significant importance, clinicians in the present study dis-
cussed the impact of virtual-care on their wellbeing. Clinicians felt
more fatigued using virtual-care, as compared to in-person services,
and noted difficulty staring at a screen for long periods of time, which
is consistent with “Zoom fatigue” reported by other healthcare pro-
viders (Maheu, 2020; Sasangohar et al., 2020). The importance of effec-
tively pacing schedules and allowing for breaks were highlighted in this
study. Additional recommendations include minimizing environmental
distractions, using comfortable furniture, taking eyes off of the screen

for a break, and moving or meditating during breaks (Maheu, 2020).

4.1 | Limitations

While the sample included hospital and community providers, the
sample was from a large, urban city center with predominantly clini-
cians who work ‘in office’, compared to other aspects of the commu-
nity (e.g., community prevention), which may preclude generalizations
of clinicians' experiences to other settings. As the findings were
obtained during the pandemic and in the context of required public
health measures, generalizability beyond the pandemic is cautioned.
By prioritizing a concise survey to increase participant engagement, a
more comprehensive set of items assessing contextual factors
(e.g., access to prior training for virtual-care or experience with virtual
meetings and teaching) was not included. Future research should con-

sider elaborating on and validating the present survey. Finally, given
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the methodology of this study and the nature of the survey, formal
statistical analyses were not feasible. Future research would benefit
from examining the impact of clinician and patient/client experiences
with virtual-care on clinical outcomes, including treatment effective-

ness, length of illness, and mental health symptoms.

5 | CONCLUSION

As the COVID-19 pandemic continues and access to mental health
services are enabled through virtual-care, our understanding of the
impact of these approaches on patients/clients and providers will be
increasingly important. This research provides clinician generated con-
siderations for future investigations to strengthen mental healthcare
for youth and their families. For example, research should continue to
evaluate when and for whom virtual-care is most effective. This is par-
ticularly relevant as we know that marginalized and racialized
populations may often be significantly disadvantaged in accessing
technology or private spaces enabling safe and reliable virtual-care.
Involving youth and their families in the initial development, co-
design, and early planning of virtual-care practices can address these
barriers and enhance engagement. Finally, this research calls for a shift
in thinking towards re-imagining technology as a platform from which
to deliver mental health services. Given the rapid adoption of these
approaches across the world, additional research will be essential to
determine the quality, effectiveness, and outcomes associated with

these evolving practices.

ACKNOWLEDGEMENTS
We would like to thank all of the healthcare providers at the Hospital
for Sick Children and SickKids Centre for Community Mental Health

for their participation in the survey presented.

CONFLICT OF INTEREST

The authors of this manuscript have no conflicts of interest to declare.

DATA AVAILABILITY STATEMENT
Data sharing is not applicable to this article as no new data were cre-

ated or analyzed in this study.

ORCID

Erin Romanchych "= https://orcid.org/0000-0001-5703-4664

REFERENCES

Barnett, J. E., & Kolmes, K. (2016). The practice of tele-mental health: Ethi-
cal, legal, and clinical issues for practitioners. Practice Innovations, 1(1),
53-66. https://doi.org/10.1037/pri0000014

Bierbooms, J., van Haaren, M., lJsselsteijn, W., de Kort, Y., Feijt, M., &
Bongers, I. (2020). The ‘new normal' in mental healthcare: Will the
COVID-19 pandemic be the catalyst for online mental healthcare?
JMIR Formative Research, 4, e21344. https://doi.org/10.2196/21344

Boydell, K. M., Hodgins, M., Pignatiello, A., Teshima, J., Edwards, H., &
Willis, D. (2014). Using technology to deliver mental health services to
children and youth: A scoping review. Journal of the Canadian Academy
of Child and Adolescent Psychiatry, 23(2), 87-99.

Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. Qual-
itative Research in Psychology, 3(2), 77-101. https://doi.org/10.1191/
1478088706qp0630a

Brooks, S. K., Webster, R. K., Smith, L. E.,, Woodland, L., Wessely, S.,
Greenberg, N., & Rubin, G. J. (2020). The psychological impact of quar-
antine and how to reduce it: Rapid review of the evidence. The Lancet,
395, 912-920. https://doi.org/10.1016/50140-6736

Brown, J., Summers, N., & Sundar, P. (2020). Return to school during
COVID-19: Considerations for Ontario's child and youth community
mental health service providers. https://cmho.org/wpcontent/
uploads/Return-to-school-during-COVID19-Evidence-summary-for-
communityservice-providers.pdf

Carpenter, J. K, Andrews, L. A, Witcraft, S. M., Powers, M. B,
Smits, J. A,, & Hofmann, S. G. (2018). Cognitive behavioral therapy for
anxiety and related disorders: A meta-analysis of randomized placebo-
controlled trials. Depression and Anxiety, 35(6), 502-514. https://doi.
org/10.1002/da.22728

Courtney, D., Watson, P., Battaglia, M., Mulsant, B. H., & Szatmari, P.
(2020). COVID-19 impacts on child and youth anxiety and depression:
Challenges and opportunities. The Canadian Journal of Psychiatry, 65
(10), 688-691. https://doi.org/10.1177/0706743720935646

Elford, D., White, H., St John, K., Maddigan, B., Ghandi, M., & Bowering, R.
(2001). A prospective satisfaction study and cost analysis of a pilot child
telepsychiatry service in Newfoundland. Journal of Telemedicine and Tele-
care, 7(2), 73-81. https://doi.org/10.1258/1357633011936192

Elford, R., White, H., Bowering, R., Ghandi, A., Maddiggan, B., & John, K. S.
(2000). A randomized, controlled trial of child psychiatric assessments
conducted using videoconferencing. Journal of Telemedicine and Tele-
care, 6(2), 73-82. https://doi.org/10.1258/1357633001935086

Ellis, W. E., Dumas, T. M., & Forbes, L. M. (2020). Physically isolated but
socially connected: Psychological adjustment and stress among adoles-
cents during the initial COVID-19 crisis. Canadian Journal of Behav-
ioural Science, 52(3), 177-187. https://doi.org/10.1037/cbs0000215

Goldstein, F., & Glueck, D. (2016). Developing rapport and therapeutic alli-
ance during telemental health sessions with children and adolescents.
Journal of Child and Adolescent Psychopharmacology, 26(3), 201-211.
https://doi.org/10.1089/cap.2015.0022

Harris, P. A., Taylor, R., Minor, B. L., Elliott, V., Fernandez, M., O'Neal, L.,
MclLeod, L., Delacqua, G., Delacqua, F., Kirby, J., & Duda, S. N. (2019).
The REDCap consortium: Building an international community of soft-
ware platform partners. Journal of Biomedical Informatics, 95, 103208.
https://doi.org/10.1016/j.jbi.2019.103208

Harris, P. A, Taylor, R., Thielke, R., Payne, J., Gonzalez, N., & Conde, J. G.
(2009). Research electronic data capture (REDCap)—A metadata-
driven methodology and workflow process for providing translational
research informatics support. Journal of Biomedical Informatics, 42(2),
377-381. https://doi.org/10.1016/].jbi.2008.08.010

Hawke, L. D., Barbic, S., Voineskos, A., Szatmari, P., Cleverley, K,
Hayes, E., Relihan, J., Daley, M., Courtney, D. Cheung, A,
Darnay, K., & Henderson, J. (2020). Impacts of COVID-19 on youth
mental health, substance use, and well-being: A rapid survey of clinical
and community samples. The Canadian Journal of Psychiatry, 65(10),
701-709. https://doi.org/10.1177/0706743720940562

Hersh, W. R., Hickam, D. H. Severance, S. M. Dana, T. L,
Krages, K. P., & Helfand, M. (2006). Diagnosis, access and out-
comes: Update of a systematic review of telemedicine services.
Journal of Telemedicine and Telecare, 12, 3-31. https://doi.org/10.
1258/135763306778393117

Kooistra, L. C., Wiersma, J. E., Ruwaard, J., Neijenhuijs, K., Lokkerbol, J.,
van Oppen, P., Smit, F., & Riper, H. (2019). Cost and effectiveness of
blended versus standard cognitive behavioral therapy for outpatients
with depression in routine specialized mental health care: Pilot ran-
domized controlled trial. Journal of Medical Internet Research, 21(10),
e14261. https://doi.org/10.2196/14261

Lau, J. T., Griffiths, S., Choi, K. C., & Tsui, H. Y. (2010). Avoidance behaviors
and negative psychological responses in the general population in the


https://orcid.org/0000-0001-5703-4664
https://orcid.org/0000-0001-5703-4664
https://doi.org/10.1037/pri0000014
https://doi.org/10.2196/21344
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1016/S0140-6736
https://cmho.org/wpcontent/uploads/Return-to-school-during-COVID19-Evidence-summary-for-communityservice-providers.pdf
https://cmho.org/wpcontent/uploads/Return-to-school-during-COVID19-Evidence-summary-for-communityservice-providers.pdf
https://cmho.org/wpcontent/uploads/Return-to-school-during-COVID19-Evidence-summary-for-communityservice-providers.pdf
https://doi.org/10.1002/da.22728
https://doi.org/10.1002/da.22728
https://doi.org/10.1177/0706743720935646
https://doi.org/10.1258/1357633011936192
https://doi.org/10.1258/1357633001935086
https://doi.org/10.1037/cbs0000215
https://doi.org/10.1089/cap.2015.0022
https://doi.org/10.1016/j.jbi.2019.103208
https://doi.org/10.1016/j.jbi.2008.08.010
https://doi.org/10.1177/0706743720940562
https://doi.org/10.1258/135763306778393117
https://doi.org/10.1258/135763306778393117
https://doi.org/10.2196/14261

ROMANCHYCH ET AL.

WILEY_L “

initial stage of the HIN1 pandemic in Hong Kong. BMC Infectious Dis-
eases, 10(1), 139-151. https://doi.org/10.1186/1471-2334-10-139

Maheu, M. M. (2020). Zoom fatigue: What you can do about it.

McGrath, P. J, Asmundson, G. J. G., Blackstock, C., Bourque, M. C,
Brimacombe, G. Crawford, A., Deacon, S. H., McMullen, K,
Mushquash, C., Stewart, S. H., Stinson, J., Taylor, S., & Campbell-Yeo, M.
(2020). Easing the disruption of COVID-19: Supporting the mental health
of the people of Canada - October 2020 - an RSC policy briefing. FACETS,
5,1071-1098. https://doi.org/10.1139/facets-2020-0082

Morgan, D. G. Kosteniuk, J., Stewart, N. O'connell, M. E,
Karunanayake, C., & Beever, R. (2014). The telehealth satisfaction
scale: Reliability, validity, and satisfaction with telehealth in a rural
memory clinic population. Telemedicine Journal and E-Health, 20(11),
997-10083. https://doi.org/10.1089/tm;j.2014.0002

Nagata, J. M. (2020). Rapid scale-up of telehealth during the COVID-19
pandemic and implications for subspecialty care in rural areas. The
Journal of Rural Health, 37, 145. https://doi.org/10.1111/jrh.12433

Nelson, E.-L., Barnard, M., & Cain, S. (2003). Treating childhood depression
over videoconferencing. Telemedicine Journal and E-Health, 9(1), 49-
55. https://doi.org/10.1089/153056203763317648

Parmanto, B., Lewis, A. N., Jr., Graham, K. M., & Bertolet, M. H. (2016).
Development of the telehealth usability questionnaire (TUQ). Interna-
tional Journal of Telerehabilitation, 8(1), 3-10. https://doi.org/10.5195/
ijt.2016.6196

Ross, J., Stevenson, F., Lau, R., & Murray, E. (2016). Factors that influence
the implementation of e-health: A systematic review of systematic
reviews (an update). Implementation Science, 11(1), 146-157. https://
doi.org/10.1186/513012-016-0510-7

Sasangohar, F., Bradshaw, M. R., Carlson, M. M., Flack, J. N., Fowler, J. C.,
Freeland, D., Head, J., Marder, K, Orme, W. Weinstein, B,
Kolman, J. M., Kash, B., & Madan, A. (2020). Adapting an outpatient
psychiatric clinic to telehealth during the COVID-19 pandemic: A prac-
tice perspective. Journal of Medical Internet Research, 22(10), e22523.
https://doi.org/10.2196/22523

Simms, D. C., Gibson, K., & O'Donnell, S. (2011). To use or not to use: clini-
cians' perceptions of telemental health. Canadian Psychology, 52(1),
41-51. https://doi.org/10.1037/a0022275

Slone, N. C,, Reese, R. J., & McClellan, M. J. (2012). Telepsychology out-
come research with children and adolescents: A review of the litera-
ture. Psychological Services, 9(3), 272-292. https://doi.org/10.1037/
a0027607

Sprang, G., & Silman, M. (2013). Posttraumatic stress disorder in parents and
youth after health-related disasters. Disaster Medicine and Public Health
Preparedness, 7(1), 105-110. https://doi.org/10.1017/dmp.2013.22

Topooco, N., Byléhn, S., Nysiter, E. D. Holmlund, J., Lindegaard, J.,
Johansson, S., Aberg, L., Nordgren, L. B., Zetterqvist, M., & Andersson, G.
(2019). Evaluating the efficacy of internet-delivered cognitive behavioral
therapy blended with synchronous chat sessions to treat adolescent
depression: Randomized controlled trial. Journal of Medical Interet
Research, 21(11), e13393. https://doi.org/10.2196/13393

Tsai, S. H., Tsang, C. M., Wu, H. R, Lu, L. H., Pai, Y. C,, Olsen, M., &
Chiu, W. T. (2016). Psychosocial impact of SARS. Emerging Infectious
Diseases, 10, 1326-1327.

Uscher-Pines, L., Sousa, J., Raja, P., Mehrotra, A, Barnett, M. L, &
Huskamp, H. A. (2020). Suddenly becoming a “virtual doctor”: Experi-
ences of psychiatrists transitioning to telemedicine during the COVID-
19 pandemic. Psychiatric Services, 71, 1143-1150. https://doi.org/10.
1176/appi.ps.202000250

Vis, C., Mol, M,, Kleiboer, A., Bihrmann, L., Finch, T., Smit, J., & Riper, H.
(2018). Improving implementation of eMental health for mood disor-
ders in routine practice: Systematic review of barriers and facilitating
factors. JMIR Mental Health, 5(1), e20. https://doi.org/10.2196/
mental.9769

Wade, S. L., Gies, L. M., Fisher, A. P., Moscato, E. L, Adlam, A. R,
Bardoni, A., Corti, C., Limond, J., Modi, A. C., & Williams, T. (2020).

Telepsychotherapy with children and families: Lessons gleaned from
two decades of translational research. Journal of Psychotherapy Integra-
tion, 30(2), 332. https://doi.org/10.1037/int0000215

Whaibeh, E., Mahmoud, H., & Naal, H. (2020). Telemental health in the con-
text of a pandemic: The COVID-19 experience. Current Treatment Options
in Psychiatry, 7, 198-202. https://doi.org/10.1007/s40501-020-00210-2

Wind, T. R, Rijkeboer, M., Andersson, G., & Riper, H. (2020). The COVID-
19 pandemic: The ‘black swan'for mental health care and a turning
point for e-health. Internet Interventions, 20, 100317. https://doi.org/
10.1016/j.invent.2020.100317

World Health Organization. (2020). Maintaining essential health services:
Operational guidance for the COVID-19 context: Interim guidance.

How to cite this article: Romanchych, E., Desai, R., Bartha, C.,
Carson, N., Korenblum, M., & Monga, S. (2022). Healthcare
providers' perceptions of virtual-care with children's mental
health in a pandemic: A hospital and community perspective.
Early Intervention in Psychiatry, 16(4), 433-443. https://doi.
org/10.1111/eip.13196

APPENDIX A: Clinician virtual care experience survey

Background Information:

1. I am an employee at:
o Drop down menu:
o Hospital name
o Community mental health agency name
o Other: _____________
2. My profession is:
o Drop down menu:
o Therapist (e.g., social worker, psychologist, psychotherapist,
family therapist, child and youth counsellor)

o Medical practitioner (e.g., psychiatrist, nurse, nurse-
practitioner)
o Other

3. What platforms for virtual care do you primarily use with clients/
patients?
o Drop down menu:
o OTN
o PHIPA compliant Zoom
o Other: ______
4. What platforms do you primarily use for your virtual office
(e.g., team meetings)?
o Drop down menu:
o Office 365 Teams
o Zoom

o Teleconference
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. Did you deliver clinical care through a virtual platform prior to

8.

1

Completely Disagree
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COVID-19 emergency measures?
o YES NO

. Did you use remote access/Office 365 from home to perform your

job prior to the COVID-19 emergency measures and the Work
From Home (WFH) shift?
o Response Options:

Never Rarely Sometimes Often Always

. Since March 16, how many hours per week on average do you

deliver virtual care appointments to clients/patients?
o Drop down menu:

o 0-4

o 5-10

o 11-15

o 16-20

o 20+

How would you describe the majority of your virtual care appoint-
ments? Check all that apply
o Drop down menu:

o Processing intakes and referrals

o Assessment

o Individual counselling and therapy

o Family counselling and therapy

o Group therapy

o Caregiver/Parent counselling and therapy

o Instrumental support and case management (e.g., finding

resources, making referrals for the family)
o Medication follow-up

o Educational support

Rate the following items according to this scale:

2 3

Somewhat Disagree

Ease of Technology Use

| find it easy to operate the virtual care platforms

2. The technology works as expected most of the time (i.e., at least

85% of the time)

| feel comfortable navigating technology glitches within the virtual
care platform

Virtual care has enabled me to remain accessible in providing men-
tal health services effectively

If disagree please explain why:

Additional comments:

Interaction Quality:

a A WON -

o

10.

11.

13.

14.

15.

. | can see clients/patients as easily as if we met in person

. | can hear clients/patients as easily as if we met in person

. | speak louder during virtual care compared to in-person care
. | speak slower during virtual care compared to in-person care

. | find the age of the child/youth impacts the effectiveness of vir-

tual care

. | find virtual care is more effective with older children/youth

. I find it difficult to manage nonverbal nuances in communication with

a client/patient (e.g., knowing who is going to talk next and when)

. Seeing fewer nonverbal/body language cues during virtual care

reduces my ability to effectively interact with clients/patients

. 1 am able to build rapport with clients/patients during virtual care

as easily as during in-person care
| find it difficult to manage who is in the client/patient's environ-
ment (e.g., other family members)
| find it difficult to manage client/patient safety in the virtual care

setting

. | am able to work with youth and families where English is not

their first language as effectively during virtual care as during in-
person care

| am able to work with an interpreter during virtual care as effec-
tively as during in-person care

| can be as flexible in my treatment delivery during virtual
care compared to in-person care

| am as effective in delivering healthcare services virtually as com-
pared to in-person care

Additional comments:

1.

Neither Agree nor Disagree

2.

3.

Clinician Wellbeing:

| find, the optimal number of consecutive virtual care sessions
(e.g., therapy, assessments, meetings) daily that | can effectively

deliver/participate in is:

4 5 N/A

Somewhat Agree Completely Agree

o Drop down menu:
o 3
o 4
o5
o 6
o 7+
o N/A

In delivering virtual care from home, my schedule is limited by my
access to private space (i.e., separate room, away from others in
my home)

After a day of delivering virtual care, | feel more fatigued than pro-

viding in-person care
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4. | need to plan ahead more for virtual care compared to in-person care

5. | am able to focus just as well during virtual care compared to in-
person care

6. | find it difficult to spend more time looking at a computer screen

during the day compared to providing in-person care

7. In delivering virtual care, | find | need to take more breaks than

when | provide in-person care

Additional comments:
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